Letters to the Editor

Electroencephalography today
From Dr E M R Critchley Department ofNeurology, Royal Infirmary, Preston Sir, I fear that Dr Bourdillon (February Journal, p 154) does not do justice to the value of the EEG in clinical medicine. The previous correspondents have been at pains to stress the need for the maintenance and improvement of the standards of an EEG service. It is well recognized that a technically inadequate EEG reported by an inexperienced technician or registrar is worthless, but this is not the case where a good EEG service is closely integrated with the clinical management of the patient.
The proportion of 'virtually normal' records found by Hopkins & Scam bier (1977) is extraordinarily high and can only be explained by 'short paper records' in which evocation procedures were inadequately performed; by faulty electrode placement (probably the 'shrinking head syndrome' where the 10-20 system of electrode placement is used without reference to anatomical points); and by inexperienced reporting. Normal EEGs do occur but help to alert one to other possibilities such as fits in hypothyroidism, psychogenic attacks and cardiac dysrhythmias; and, with 20% of outpatient referrals wrongly diagnosed as epileptic (Jeavons 1975 , Hopkins & Scam bier 1977 , a delay in diagnosis, permitting a reassessment of the problem, is preferable to the over-hasty labelling of a person as epileptic.
Focal abnormalities have to be sought both clinically and on the EEG. Further investigation and the choice of modern drugs (semispecific for different types of epilepsy) depend on their recognition.
No one involved in EEGs likens the EEG to a biochemical test providing a numerical result within a set range. Like the ECG, it is a physical sign which may alert one to anatomical, pathological and physiological variants. Clinical analysis is often dependent on the information given from the patient's history and, as Dr Bourdillon is well aware, problems arise in computerized interpretation of the data.
The value of single records and also of serial EEGs depends both on the thoroughness with which they are done and the communication between those responsible for the patient and the consultant reporting the record. The great advantage of working in an area such as Lancashire, as opposed to the metropolitan hospitals of which Dr Hopkins and Dr Bourdillon have experience, is that one develops a close contact with all the general practitioners and hospital clinicians within the area. Patients are not readily lost to follow up and a single record may serve as a useful baseline recording on a subsequent occasion. Many general practitioners prefer not to follow up their epileptic patients, but the standard of management of epilepsy exhibited by consultant physicians and paediatricians throughout the area confirms the benefit of close liaison with the neurological service.
As Heemstede, Netherlands Sir, The letter from Dr Bourdillon (February, p 154) serves alas to remind us that many published studies of the EEG in normal subjects reveal little more than the fact that the authors' criteria of normality were mistaken. He lists by illustration various so-called 'abnormalities' which are, in fact, commonplace and of as little (or as much) clinical significance as, for instance, left-handedness or red hair. It requires no expertise in EEG to realize the logical absurdity of describing phenomena which commonly occur in healthy people as 'abnormal'. The picture he presents is misleading, for when strict criteria ofEEG abnormality are applied, they do in fact discriminate controls from people with cerebral disorders. For instance, Robin et al. (1978) found paroxysmal activity in only 2% of 7760 routine EEGs performed for screening service personnel. Further inquiry revealed that 60% of those with abnormal records had a history of seizures, head injury or other cerebral disease. Other studies (e.g. Roubicek et al. 1967) have similarly shown that volunteer groups commonly include people with neurological disorders, which account for most of the abnormal EEGs. Binnie et al. (1978) found 14 subjects with a history of cerebral disease or head injury out of 154 adult controls. An independent EEG assessment revealed II abnormal records, 10 of which had been obtained from the subjects with a positive neurological history.
In the September 1978 issue of the Journal (p 698), Dr Pampiglione drew attention to the incorrect reporting of EEGs by untrained interpreters. One of the commonest sources of error is the misreading of unusual normal variants as abnormalities, especially in children. 
From Dr M V Driver President, The Associationof British ClinicalNeurophysiologists
Dear Sir, Dr Bourdillon (February, p 154)gives his address as Department of Health and Social Security. Is one to assume that what he writes is the considered and authoritative view of the DHSS on the clinical value ofEEG? Ifso, it has to be pointed out that the evidence he presents is of very poor quality.
The 'positive spikes' referred to in his Table I have been at best of controversial significancesince 1951 when Gibbs & Gibbs stated that they were evidence of cerebral dysfunction: there must be very few who believe that now. 'Mittens' are such nebulous phenomena that they were not mentioned at all in the glossary ofEEG terms published by the International Federation of EEG Societies in 1974, nor did 'small sharp spikes' warrant notice as a distinct phenomenon whether of normal or abnormal significance. The comments on EEG in aircrew are from the brief abstract of a paper read at an EEG Society meeting (O'Connor 1964), and not from a full and reasoned discussion of all available evidence. The current attitude of the armed forces to the place of EEG in aircrew selection is surely available to the DHSS.
Since the only mention of EEG in the methodology section of the paper by Hopkins & Scambier (1977) -the title of which was 'How doctors deal with epilepsy' -was to the effect that EEG information was taken into account in deciding on seizure classification, the work can hardly be described as the result of a study of the value of EEG in the management of epileptics. Hopkins & Scambler (1977) found little good to say about anything: 'The pattern of care suggests unnecessary referral, unnecessary electroencephalography, inadequate communication of the diag-nosis, inadequate medication, and follow-up supervision not related to patient need'. Does the DHSS accept all this? Should it not feel that such an indictment needs validation outside the very limited experience of these authors?
I do not think I should comment on the other evidence provided by Dr Bourdillon, except to say it is no more to be relied on than that referred to above. He ends his letter by quoting Professor W B Matthews, beneath whose hyperbole there may be an element of truth. But where does the remedy lie? Surely not in repetition of what is said to be wrong, but rather in taking steps to ensure that those aspects of EEG which are of value, and which are available in some centres both in and outside London, are made available to the whole country. This will necessitate institution of means to ensure that both the user of the service and the practitioner of the specialty have the right background, training and experience. The Association on whose behalf I write would willingly cooperate in any endeavour to bring about such an objective. Yours sincerely
